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NATIONAL HEALTH POLICY 
(S)—SPECIALIST AND CONSULTANT 
SERVICES 


[ The fifth of a series of articles published 
in the first Supplement of each month. 
prepared as impartially as possible with a 
view to assisting Discussion G roups in the 
Divisions of the B.M.A.] 


If it is assumed that, as soon as possible 
after the war, a_ general practitioner 
service is provided by the State, whether 
by extension of National Health Insur- 
ance or in some other way, for dependants 
of present insured persons and others of 
like economic status (that is. covering 
from 90 to 95°, of the population), it 
follows that specialist and consultant 
services will also have to be provided 
under the same direction to complement 
the general practitioner services. A long- 
acknowledged defect of the present 
system is the exclusion of specialist and 
consultant services as a statutory benefit 
under National Insurance. The develop- 
ment of such services will be part of a 
comprehensive national health policy, and 
some central authority responsible for the 
services as a whole will have to ensure 
that they are adequately and properly 
organized and available to the people who 
require them. 

Different considerations apply to the 
Setting up of a specialist and consultant 
service from those which govern a general 
practitioner service. Most obviously the 
general practitioner can undertake respon- 
sibility for a large number of persons at 
risk in return for a capitation fee. but no 
such arrangement is possible for the 
specialist, as he is not responsible for the 
continuous care of a definite group of 
patients. The arrangements for the em- 
ployment of specialists and consultants in 
a national scheme, therefore, whether 
they are engaged whole-time or part-time, 
and whether paid by salary or on some 
other basis, can be considered without 
prejudice to the position of the general 
practitioner. If it were decided, for 
example, to have a whole-time general 
practitioner service. this would not neces- 
sarily imply that the specialist and con- 
sultant service must be a whole-time one 
also. 

Definition and Status 

A preliminary difficulty is the absence 
of any clear definition of * specialist * and 
“consultant.” There is no sharp dividing 
line between the large body of doctors 
who are engaged in general or family 
practice and those who are devoted 
entirely to specialist and consultant work. 
Between these two classes there are many 
who, while still in general practice, have 
from long experience or special study 
gained a local reputation in some special 
field and are cailed in for consultation in 
difficult and obscure cases. Very often 
the specialist has spent some time in 
general practice before deciding to 
devote himself to a specialty, although, 
on the other hand, there are a number 
who take up their specialty at the outset 
of their career and have no experience of 
general practice at all. 

The consultant undertakes no 
family practice and sees patients only in 


association with their own doctor. It will 
be generally agreed that normally con- 
sultant and specialist services should be 
obtainable only on the recommendation 
of a general practitioner. In recent years 
there has been some tendency to short- 
circuit the family doctor and to go direct 
to a specialist. In making his own un- 
guided selection the patient often wastes 
time and money, and even if he finds the 
right specialist at last, he goes to him 
without the background of personal and 
family history which the general practi- 
tioner could supply. 

The term “specialist” has come to 
have a certain hypnotic value in the mind 
of the public, but it does not necessarily 
imply a higher medical qualification or 
any particular standard of attainment. A 
necessity of any national service would 
be a definition of status. A list would 
have to be prepared of those who, offering 
specialist service, satisfied a certain stan- 
dard of eligibility. 

What are the criteria of specialist and 
consultant status? 

Without prejudice to the right of every 
registered practitioner to undertake any 
variety of practice, should the possession 
of an additional diploma be required? 

Should it be one of the essential con- 
ditions for inclusion in a consultants list 
that the man or woman holds a recognized 
appointment to a hospital in a specialist 
capacity? 

Are the criteria adopted in connexion 
with the specialist and consultant services 
for patients in contributory and similar 
schemes suitable for transference as they 
stand to a national service? These criteria 
are as follows: (1) that he (or she) has held 
hospital or other appointments affording 
special opportunities for acquiring special 
skill and experience of the kind required 
for the performance of the service ren- 
dered, and has had actual recent experi- 
ence in performing the service rendered 
or services of a similar character ; (2) that 
he has had special academic or post- 
graduate study of a subject which com- 
prises the service rendered and has had 
actual recent experience as aforesaid ; or 
(3) that he is generally recognized by 
other practitioners in the area as having 
special proficiency and experience in a 
subject which comprises the service 
rendered. 

Whatever criteria are adopted, some 
recognized body must be empowered to 
confer specialist status for this purpose. 
In England this would be most appro- 
priately a committee set up by the three 
Royal Colleges, and in Scotland by the 
three Corporations and the Royal College 
of Obstetricians and Gynaecologists. 


Distribution of Specialists 


One of the defects of the present 
laissez-faire arrangement is the unequal 
distribution of consultants, though there 
are different opinions as to whether in 
fact the distribution works out as dis- 
advantageously to patients in some parts 
of the country as a study of the location 
of consulting practices might suggest. 
There is certainly a concentration of 
specialists in large towns and teaching 
centres, but much specialized service is 


available for the hospital class in the pro- 
visions made by local authorities and in 
voluntary hospitals. 

An adequate distribution would be the 
task of a central health authority, which 
would not only arrange for such terri- 
torial distribution as would enable all 
persons to be within reasonable reach of 
the service but would also ensure so far as 
possible that each specialty had its neces- 
sary quota. At present some specialties 
(notably paediatrics) are undermanned ; 
others (ear, nose, and throat work), while 
having adequate numbers, are not distri- 
buted advantageously according to the 
needs of the population. The directing 
authority would do what was in its power 
to prevent under-development, over- 
development, and pscudo-development. 


Where will the Specialist Work? 

The work of the specialist and con- 
sultant may be carried on in his own 
consulting room, the patient's home, the 
health centre or local clinic, and the hos- 
pital with its special departments and 
laboratories. If, with the institution of 
health centres and group surgeries, objec- 
tion is expressed to general practitioners 
seeing patients at their own residences, 
the same objection might apply to the 
consultant. In some quarters there is a 
feeling that it would be out of harmony 
with the democratic spirit and arrange- 
ment of post-war medicine to allow 
* Harley Street or its equivalent in other 
large cities to continue. Harley Street, 
with its expensive facade, might seem 
hardly to fit in with the character of a 
national scheme. Would the 5 to 10% 
of the population with an economic status 
above the level mentioned at the begin- 
ning be able to maintain Harley Street in 
its former privilege and tradition? 

Objections are raised in some quarters 
to the use of health centres for the pur- 
pose of specialist consultation. It is 
thought that this would lead to a duplica- 
tion of out-patient departments. The 
consultant, in this view, should not be 
required to spend time in travelling. He 
is the man to whom others should go. 
Another point of view is that the health 
centre, the working-place of the general 
practitioner, is the most natural place for 
the consultant also to be seen. Consulta- 
tions in the homes of patients, save in 
exceptional circumstances, are regarded 
by some as a luxury, and it is pointed out 
that if a patient is so seriously ill that he 
can only be seen at home he should be 
taken at once to hospital. 

Evidently it is upon the hospital, 
whether exclusively or as the primary 
centre, that the service must be based. 
It is by association with the hospital that 
the consultant must keep himself con- 
stantly refreshed. Upon the key hospital 
of the area will be placed the specific duty 
of providing a consulting service both of 
a hospital and, so far as necessary, of a 
non-hospital character. 

To ensure better distribution of special- 
ist services it is suggested that a specialist 
might be attached to more than one 
hospital in an area, or that he might have 
his main appointment at the key hospital 
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and another appointment at a smaller 
hospital at a distance. On the other 
hand, it is claimed by some consultants 
that they can do their best work only. if 
they are attached to a single hospital. But 
a further consideration to be borne in 
mind is that in some _ specialties—for 
example, diagnostic radiology — there 
might not be enough work at one hospital 
to keep the consultant employed. 


Payment of Specialist or Consultant 


The capitation fee method which is 
suitable for the general practitioner is not 
suitable for the consultant. The general 
practitioner is in a relation of continual 
responsibility towards his patients, who 
are in a defined group. The specialist is 
in a position of occasional responsibility 
towards individuals whose grouping so far 
as he is concerned is not significant. 

Other possible methods of remunera- 
tion are: (1) fee for each item of service 
rendered ; (2) sessional rates of payment ; 
(3) salary. Payment according to a 
schedule of fees for each item of service 
rendered would probably be extremely 
cumbrous in administration. Sessional 
payment has been employed quite success- 
fully by the London County Council ever 
since it enlisted consultants and specialists« 
for the hospitals it took over under the 
Local Government Act, 1929. The work 
done, however, under a national scheme, 
which would encourage a larger call on 
specialists and consultants than obtains at 
present, would probably be so heavy as 
to make the sessions more or less con- 
terminous with ordinary working time. 

The salary method appears to be chiefly 
favoured by those who speak for con- 
sultants. It would, of course, mean 
diminished free choice, but it is a ques- 
tion whether the principle of free choice 
has anything like the same value in the 
case of a specialist or consultant as in the 
case of a general practitioner. Even now 
it is for the most part choice of con- 
sultant not by the patient but by his 
family doctor. The salary method con- 
forms naturally with the view that the 
consultants’ service should be based on 
the hospital, with which the consultant 
must in any event be in close touch. The 
salary would cover both services rendered 
at the hospital and its out-patient depart- 
ment and non-hospital services. 


Whole-time or Part-time 


The salaried method of payment does 
not necessarily imply that the appoint- 
ment must be whole-time. A _ part-time 
contract might be made, in which, of 
course, the amount of time to be devoted 
to the service would be specified. 

Is a whole-time service desirable? 
Some think that the standard of special- 
ties could be sufficiently maintained by 
university chairs, whose holders would be 
on a whole-time basis, but that other 
specialists might have part-time oppor- 
tunities for private practice. Many 
arrangements are possible. One would 
be for the consultant staff of a key hos- 
pital to consist of a few whole-time 
members, who would remain in the hos- 
pital and do no private consulting prac- 
tice, a number of others who, while 
remaining in the hospital, would be 
allowed private practice within its walls, 
and others again who would do a certain 
amount of work at the hospital and spend 
some time in domiciliary and health- 
centre work and in visiting smaller 
hospitals. 


The position in all these arrangements 
of the man who is a general practitioner 
but also to some extent a specialist in a 
particular field is a matter for careful 
discussion. This and other points in con- 
nexion with the provision of special 
services and of auxiliary services will be 
dealt with in the next article. 


Correspondence 


Doctors’ Part in Post-war Planning 


Sir,—Let us clear the air. For months, 
if not years, people have been arguing 
(I have participated myself) about (a) 
medical education, (b) State Medical 
Service, (c) better conditions for the 
masses, as if they were three different 
elements rather than electrons of the same 
molecule. Better conditions for the 
masses (by this I mean more sensible 
feeding and improved personal habits and 
living space rather than the “ more money 
for less work ” of the soap boxes) should 
bring about a different standary of health 
and a_ considerable reduction the 
demand for curative medicine. This, in 
time, will necessitate more attention to 
preventive medicine—in a broader sense 
than bacteriological — during the 
student years. 

Can we not, then, spend our surplus 
mental energy in attempting to correlate 
all three, starting at the foundations of 
the prospective edifice—the living con- 
ditions of the masses? We know already 
the ideal type of factory, the ideal type 
of house for each class. Statisticians can 
tell us the optimum number of daily 
working hours for maximum and _ pro- 
longed production without fatigue. We 
are rapidly learning the principle of 
optimum feeding for a given job, age. 
and climate. Psychologists are getting 
better at estimating the type of hole 
required by each peg. Right. Let us, as 
a body, insist that the Government plan 
with this end in view, and, as individuals 
in our surgeries, teach the public, so that 
as each improvement appears they will 
appreciate and take advantage of it. And 
let us see to it that for each stage in the 
approach to this ideal we have doctors 
trained to carry on the work along ideal 
lines, and in their turn keep successive 
Governments up to scratch. 

In short, let us as a profession forsake 
the policy of isolationism we have so long 
followed, and take our proper place as 
a driving constructive force in the re- 
modelling of the post-war world. If, in 
doing this, a remodelling of our own 
working conditions and our education is 
anticipated as necessary then let it be 
done. But if the Government persists in 
a policy of patching rather than rebuild- 
ing, we can show our disapproval by 
patching too, in our own old way, where 
at least we can climb without crawling, 
and can earn the personal confidence and 
trust of our patients on any rung of the 
ladder.—I am, etc., 

Stamford. A. HENRY GREGSON. 


Dr. F. G. Bushnell, who died last October, 
left £9,531 (net personalty £8,778). He 
bequeathed his property to his wife for life, 
with remainder to the Socialist Medical 
Association, Haldane Society, Labour 
Research Department, Marx Memorial 
Library, and the Workers School, upon trust 
for socialized medical service. 


WEEKLY POSTGRADUATE DIARY 


BrITisH POSTGRADUATE MeDicaL ScHOOL, Ducane 
Road, W.—Daily, 10 a.m. to 4 p.m., Medical 
Clinics, Surgical Clinics and Operations, Obstetrics 
and Gynaccological Clinics and Operations. Daily, 
1.30 p.m.,_ Post-mortems. Tues., 10 am., 
Paediatric Clinics ; 11 a.m., Gynaecological Clinics. 
Wed., 11.30 a.m., Clinico-pathological Conference 
(Medical): 2 p.m., The Clotting of Blood, Dr. 
R. G. Macfarlane. Thurs., 2 p.m., Dermato- 
logical Clinic. Fri., 12.15 p.m., Clinico-patho- 
logical Conference (Surgical); 2 p.m., Clinico- 
pathological Conference (Gynaecological) ; 2 p.m., 
Sterility Clinic. 

FELLOWSHIP OF MEDICINE, 1, Wimpole Street, W.— 
National Hospital for Diseases of the Heart: 
Tues. & Weds., 10 a.m., Out-patient clinics. 

A course in ultra-violet irradiation therapy will be 
given on Mons. & Weds. at 3.30 p.m., from May 
18 to June 24, at St. John Clinic & Institute of 
Physical Medicine, Ranelagh Road, S.W. 

EDINBURGH PosTGRADUATE LEcTURES.—At Edinburgh 
Royal Infirmary, Thurs., 4.30 p.m. Mr. 
Alexander: Prostatic Enlargement. 


DIARY OF SOCIETIES AND 
LECTURES 


Socrety oF Mep:cine.—Tues., 3 p.m. Section 
of Medicine. Wed., 2.30 p.m, Section of History 
of Medicine. -Fri., 2.30 pm. Section of Surgery, 
at Central Middlesex County Hospital ; 3.30 p.m 
Section of Ophthalmology, at Tennent Memorial 
Institute, Glasgow ; § p.m. Clinical Section. 

BrocHEemMicaL Society.—At St. Mary’s Hospital 
Medical School, Norfolk Place, Praed Street. W, 
Sat. (May 9), 12 noon. 


B.M.A.: Branch and Division Meetings 
‘to be Held 

BIRKENHEAD AND Wirkat Diviston.—At Arrowe 
Park Hotel, Woodchurch, Birkenhead, Sun., May 3, 
5.30 p.m. Annual mecting. 6 p.m. General mecting 
of all practitioners in area of Division. Election of 
Local Medical War Committee. 

East YORKSHIRE Brancu.—At City Restaurant, 
Lowgate, Hull, Fri.. May 8. 7.30 p.m. Annual 
general mecting. Presidential address by Dr 
T. Morton J. Stewart: The March of Time. 

Nortu OF ENGLAND BraNcH.—Joint meeting with 
Newcastle-upon-Tyne and Northern Counties Medical 
Society at Royal Victoria Infirmary, Newcastie-upon- 
Tyne, Thurs., May 7. 7.15 p.m., throat, nose, and 
car demonstration in out-patient dept. : 8.30 p.m., 
Prof. F. ‘J. Nattrass: Use and Abuse of Modern 
Remedies. All Service medical officers in area of 
Branch are invited to attend. 


BIRTHS, MARRIAGES, & DEATHS 


The charge for inserting announcements under this 
head is 10s. 6d. This amount should be forwarded 
with the notice, authenticated with the name and 
address of the sender, and should reach the Adver- 
tisement Manager not later than first post Monday 
morning to ensure insertion in the current issue. 


MARRIAGE 
Boney—Lonc.—On April 11, 1942, at St. Dunstan's, 
Fleet Steet, E.C.4, Thomas Knowles Boney. 
M.D., M.R.C.P., to Muriel Hilary Eileen Lone, 
M.Sc., M.B., B.S., F.R.C.S. 


DEATHS 

Huppy.—On April 16, in Birmingham, George P. B 
Huddy, M.S., F.R.C.S., age 48, late Surgeon «to 
Dudiey Road Hospital, Birmingham. 

SturcGe.—On April 21, 1942, Henry Havelock 
Sturge, M.R.C.S.Eng., L.S.A. (retired), aged 85, 
formerly District Surgeon, Xalanga, S. Africa. 
and representative for Kensington Division of 
BMA. 


The Ministry of Health has decided to pay 
billeting costs, including board and lodging, 
of a fixed quota of resident students at cer- 
tain hospitals, the quota to be agreed by the 
hospital with the Group Officer and approved 
by the Ministry. The object is to ensure that 
a small nucleus of resident students will be 
available: (1) to help in special transfusion 
and resuscitation teams; (2) to act as 
stretcher-bearers, porters, or in any other 
ways in the treatment of casualties ; (3) to act 
(senior students only) as house officers where 
ordinary house posts have been abolished. 
Up to £100 a year may be claimed for 
students acting as junior house officers. Fire 
watching and A.R.P. duties do not rank as 
services for which billeting allowances may 
be claimed. (Ministry of Health Circular 
No. 2621.) 
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